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W 000 INITIAL COMMENTS W 000
- A re-certification survey was conducted from é
5/17/2011 through 5/20/2011. A random 27 /11 ;
- sampling of three clients was selected from a ;
' population of five individuals with varying degrees Health Regutstion it of Health :
" of mentai and physical disabilities & Y Adminisiration
- mxlah Care Facilitios Division |
| This re-certification was initiated utilizing the WL'D CW'
. fundamental survey process, but had to be - f
extended in the Condition of Participation of ; |
' Health Care due to concerns in nursing practice :
"and oversight. The findings of this survey were 5 _
. based an observations at the group home and '

. two day programs, interview with direct care staff

and management, and a review of the habilitation
and administrative recerds including the unusyal

" incident reports.
483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

W 158

| Each client's active treatment program must be
' integrated, coordinated and monitored by a
qualified mental retardation professional.
This STANDARD is not met as evidenced by:
' raview, the facility failed to ensure the Qualified
Infellectual Disability Professional (QIDP)
Chenis #1 and #3)
The findings include:
The faciiity * s Qualified Intellectual Disability

effectively trained to serve meals in the texture

' coordinated, integrated, and monitored services,
for two of the three clients residing in the facility.

- Professional (QIDP) failed to ensure all staff were

W 159

" Based on observation, staff interview, and record |

i

(X8} DATE

L ARORATORY DIREC TOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(@i

Any defciency siatement ending with an astenisk [7) dencles a deficiency which the .
cther safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, !

o/

instdution rmay he excused from enrrecting proviting it is determingd that
he findings stated above are disclosable 80 days

iallowing the date of survey whether or not a plan of correction is providet. For nursing homes, the abave findings and plans of correction are disclosable 14

days following the date these documents are made available 1o the facility. W deficiencies are cited, an ap

program participation.
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W 159 | Continued From page 1 - W15
- and form prescribed. (See W189, W460and 1 ;
| WA474) | ;

W 189 483.430(e)(1) STAFE TRAINING PROGRAM | W 189 i

(1) . cee L 185 G291

. The facility must provide each employee with
initiai and continuing training that enables the

" employee to perform his or her duties effectively,
. efficiently, and competently.

This STANDARD is not met as evidenced by: |
' Based on observation, staff interview and record :
review, the facility failed to ensure all staff were |
effectively trained to implement each client' s !
mealtime feeding protocol for two of three |
i sampted clients. [Clients #1 and #3]

' The finding includes:

. [Cross Reference WA474) E

Observation on 5/17/2011 beginning at 4:45 p.m. |
revealed, Client #1 and Client #3 were serveda |
' snack of siiced apples (Granny Smith apple) and ,
! a cup of fruit punch. The apples appeared firm

_ang¢ made a crunich when the client bit into it. .

‘ Review of both client ' s nutritional assessments :
and physician ' s order on 5/19/2011 at

-approximately 11:30 a.m., revealed they were

" both prescribed a “ chopped " texture diet. 1t

" should be noted, Client #1 was prescribed a *

" mechanically soft, chopped * texture diet.

' Further review revealed the staff received training

| on food texture requirements from the Speech

! L anguage Pathologist (SLP) on 4/18/2011.

i
i
|
;

' Interview with the facility * s Qualified Intellectual

! :
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W 189 Continued From page 2 ! W 189
Disability Professional (QIDP) on 5/19/2011, at !
' 3:10 p.m. confirmed, the 4/18/2011 traiming ; ;
conducted by the SLP was not effective in light of '
the deficient practices that took place on the w; :
evening of 5/17/2011. The QIDP further indicated |
she would have to ensure additional staff training
‘ to address the problem. | g 5
The facility failed to ensure all staff was |
- effectively trained to implement Client #1 and #3 ¢ | :
; s mealtime feeding protocot and further failed to | [ ;
" make certain clients were provided the corract i ;
 textured diet. [ E
W 312 483.450(e)2) DRUG USAGE W312:
(Lo hao o XD

~This STANDARD is not met as evidenced by:

. three sampled clients. {Client #1}
" The finding includes:

. Observation on the evening of 5/17/2011

- revealed, Client #1 was on a psychotropic
“regimen of 20 mg of Paroxetine HCL (for
- depression) and 20 mg of Zyprexa

+ {anti-psychotic).

. Drugs used for control of inappropriate behavior
' must be used only as an integral part of the
 client's individual program plan that is directed

specifically towards the reduction of and eventual

" elimination of the behaviors for which the drugs

are employed. i

Based on observation, interview and record i
review, the facility failed to ensure that the use of
hehavior modification medications prescribed to
complete medical appaintments was incorporated 3
in the Individual Program Plan (iPP) for one of

A place Hod inOr1des
use of Sedohion (e
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w312

W 368

tab prior to procedure if not sedated. * The

© Ativan prescription was put into effect on

- 10/27/2010 to manage his non-compliance with
" his medical appointments. Additional review of
'his medical record revealed he was sedated on
-10/12/2010 for a cardiology (EEG) assessment
*and again on 10/18/2010 for a dental

- appointment.

' Further record review on 5/20/2011 at
. approximately 12:05 p.m. revealed there was no
" evidence his Ativan prescription was being used

" address his behavior besides the medications. In
" addition, the physician ' s orders for the

~on file at the time of survey.
: The facility failed o ensure the implementation of

“an integral plan to manage Client #1' s inability to
: complete his medical appointments.

Continued From page 3

A review of Client #1° s 5/2011 Physician ' s

Order Sheets (POS) on 5/20/2010 at 11:58 am.
revealed, Client #1 also had a standing order for
"Lorazepam (Ativan) 2 mg Tablet; 1 tab by mouth |
1 hour prior to procedure. " The order goes on to |
further read " Lorazepam (Ativan) 2 mg Tablet;, %2

as part of an integral plan to reduce his
agitation/non-compliance with meeting medical

appaintments.

 Interview and further record review with the

! facility ' s licensed practical nurse {LPN) and the

' Qualified Intellectual Disability Professional
. (QIDP) on 5/20/2011 at approximately 12:10 p.m. |

confirmed, there was nothing else in place to

10/12/2010 and 10/18/2010 sedation's were not

483.460(k)(1) DRUG ADMINISTRATION

|
w 312’

]

W 368|
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W 368 ' Continued From page 4 i 8 . '
pag L WIS petder has resvsed bl

The system for drug administration must assure

that all drugs are administered in compliance with . m)e.rﬂaJ S‘.js-}c,n.s o ;
the physician's orders. : P YA reutesos
A dde- men lj :

This STANDARD i t met 'd' d b bp AR B o erBre
is is not met as evidenced by: 24
: Based on ohservation, staff interview and record trne) oard o 1
review, the facility failed to ensure client ' s 5 | SR admi mstroh oy
| received their medications as prescribed for two meds o1 —
 of three sampled clients. [Clients #2 and #3] Mexst 5 'FDM"‘-"‘;‘ ' UsrSESs E
The finding includes: ‘ L..':\I\\ (pmp\bk- / l 8 m“"‘*hbg
' | aad ¥ &
The facility failed to ensure all medications were Ne S, an £ '
| administerad as prescribed and failed to ensure : ‘ca adraings -
' proper medical oversight of all client’ s UWAR medet on '
medications to ensure health and safety as : o on .-gcol‘d to ensure
| identified below: 5 !
that Q. procederes o0
1. Record review on 5/19/2011 at 11:25am. | Q:\lou—"d- O eon-dlan l:j Oel |
' revealed Client #2 was prescrived " Hydralazine ! Lot ons  Ihaao—
i HCL 50 mg Tablet; 1 tab by mouth every 8 hours | > 2 ;
' (DAW spit noon dose). * Further record review | heer rmussed - ;
revealed the facility was not maintaining a ? ! L
consistent accounting of the " noon * dosaga of . Q) & 1441
this medication at his day treatment program. it Réal denh an : / /
should also be noted that Client #2 ' s day E : e f
treatment program is not an outside service and ' ' € VA ed ©n '\‘\-Q,
that the residential services are also governed by | . i
'the same provider. | W Po(\'uncac = ""“e'(‘j
Aocurmentotian ond

interview and record review with the facility ' s ! .
Registered Nurse (RN) on 5/19/2011 at 5:17 p.m. leMﬂ\.\-l-ﬁ-* cehion o
' confirmed the Hydralazine was not administered
at the day program on 6/8/2010, 12/1/2010, ,
. 12/27/2010 and 12/28/2010. Additional interview : ‘ .
- on the same day and time with the RN revealed, : (e ¥ W Astrah on
' Client #2 was absent from the day programon | l
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W 368 - Continued From page 5
" the days in questions due to him sither being at

|

hpme or having to attend a medical appointment.

" Further interview on the same day at
approximately 5:20 p.m. confirmed, the facility

. also failed to ensure the Hydralazine was

- administered by the home on the days in

~question.

2. Record review on 5/19/2011 at 5:00 p.m.

revealed Client #3 was prescribed " Carbatrol SA
300mg Capsule, 1 Cap by mouth 3 x a day (D'W

. split noon dose). " Further record review

revealed the facility was npt maintaining a

. consistent accounting of the " nbon " dosage of

“ this medgication at his day treatment program. 1t

_should also be noted that Client #3 * s day
treatment program is not an outside service and

- that the residentiat services are also governed by

* the same provider.

Interview and record review with the facility ' s

. Registered Nurse (RN) on 5/19/2011 at 5:33 p.m.

" confirmed the Carbatrol was not administered at
' the day program on 12/8/2010, 12/9/2010,

;
i

| 8/2/2010, 8/3/2010, 8/4/2010, 8/5/2010, 8/6/2010
. and 6/28/2010. Additional interview on the same !
' day and time with the RN revealed, Client #2 was

. absent from the day program on the days in
: questions due to him etther being at home, on
vacation or having to attend a medical

“appointment. Further interview on the same day
- at approximately 5:38 p.m. confirmed, the facility
~alsc failed to ensure the Carbatrol was
" administered by the home on the days in
¢ guestions.

W 440 | 483.470(i)(1) EVACUATION DRILLS

' The facility must hold evacuation dritls at least

W 368|

W 440/
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W 440 Continued From page 6 ’ w 440%

quarterly for each shift of personnel. _ D{'\Ub oe. Et}sn_w
| | Qeockrly pasuant t=
This STANDARD is not met as evidenced by: o Qm_nez .dcaf‘ . Plecses

askasbhed |

Based on staff interview and record review, the

facility failed to ensure ali three shifts took part in Py d Thedade
evacuation drills over the past three months

(quarter) to ensure the health and safety of all

' clients residing in the facility during emergent
_situations. [Clients #1, #2, #3, #4 and #5]

' The finding includes:

Review of the fire drill logs on 5/19/2011 at
- approximately 9:30 a.m. revealed there were no
' drills on record for the a.m. to 4:30 p.m. shift
: between the three months period covering 22011 ¢
to 4/2014.

Interview with the Qualified Inteliectual Disability
professional (QIDP) an 5/20/2011 at
_approximately 3:30 p.m. revealed he was
- following the scheduled fire drill policy which
outfines when the drills should be conducted.
Upon further inspection, the QIDP confirmed
" there were no 8:00 a.m.-4:30 p.m. drills
scheduied for the three manths period covering
212041 and 4/2011,

The facility failed to ensure fire drills were varied i

"in a manner to ensure svacuation drills were held i
| at least quarterly for each shift.

| i
W 441 483.470(i)(1) EVACUATION DRILLS . w a4, (e An\l  aadoie é/ /11
' The facitity must hold evacuation drills under ’\r—n Plc"“m‘\ed W '

varied conditions. <R 1t 2ol ref-lecds

@cotes JonNoty s
oh _ededoling |
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W 441 Continued From page 7

- This STANDARD ig not met as evidenced by:

" Based on staff interview and record review, the
facility failed to ensure all fire drills were

- scheduted or implemented under varying
conditions to ensure the health and safety of all

' ctients residing in the facility dufing emergent
situations. [Clients #1, #2, #3, #4 and #5]

: The finding includes;
[Cross Reference W440)

Interview with the facility's House Manager (HM)
on 5/17/2011 at approximately 9:55 a.m.,

. revealed the faciiity's staffing patierns consisted

" of three eight hour shifts per day. The shifts were
blocked to cover 12am. to8am. 8am. to4
p.m, and 4 pm. to 12 a.m. daily. According to
the MM, the same staffing pattem was also

. mirrored over the waekends.

Review of the fire drilt logs on 5/19/2011 at
approximately 9:35 a.m. revealed the majority of
the drills were being conducied at either 12 a.m.

or 430 p.m, for the months of 2/2011, 32011 and

4/2011.

“ In addition, the fire drill logs failed to reflect an
acourate usage of egress points over the past

. twelve months. The fire drill logs that were made

“availabie at the time of survey, failed to reflact

- that either the second floor exit door or the
basement exit door was ever used as a point of

- egress for any drills dunng the past twelve

manthg,

interviaw with the Qualified inteflectual Disability
Professional (QIDP) on 5/20/2011 at

W441é\q oddh o Stedl

haut beer rCl’V"a-'*"ec\" [9/?/?,//
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" approximately 3:35 p.m. confirmed the fire drill
logs that were avaitabie at the time of survey
failed to reflect varying conditions with regards to

_time and egress points,

The facility failed to ensure the scheduling of fire
drills aliowed for varying conditions with regards
_to time and egress points.
W 460 1 483.480(a) 1) FOOD AND NUTRITION
SERVICES

- Each ciient must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by: :
' Based on ohservation, staff interview and record |
“review, the faciiity failed to ensure clients
" received their meals in the manner prescribed for |
two of three sampled clients. Clients #1 and #2] |

- The finding includes:

 The facility failed to ensure all clients received
their meals in accordance with their prescribed
dietary orders as identified below: ’

“1. Observation on the evening of 5/17/2011 at
- approximately 6:00 p.m. revealed Client #2 was
- served a meal of rice, onions, ground beef, a
 slice of wheat bread, a cup of fruit juice and a

. bow! of mixed fruit. His serving size was ng
different than anyone eise at the table.

- Record review on 5/19/2011 at 11:57 a.m.
“revealed his 5/2011 physician ' s orders
; - prescribed his meais be served, " low

Xd4) 1D TSUMMARY STATEMENT OF DEFICIENCIES Com [
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLET:ON
tAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG | CROSS-REFERENCED TO THE APPROPRIATE -
; DEFICIENCY)
W 441 Continued From page § W 441

W460§8¥CLC£ have beer

re.-Mc.d +o wweﬂéfa/l@/h
o indade krhuce o0

o e =y BT
e wHdi :
e NS ;

1
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cholesterol, no added salt, doubie portions at
- dinner time. " This order was put into effect on
- 12/8/2010. Client#2 was not observed to be
offered or provided " double portions * during
i dinner on the evening of 5/17/2011.

" Interview with the facility ' s Registered Nurse

_ (RN} on the same day at approximately 12:05

" p.m. confirmed, the " double portions " order

- was correct and that the staff should have at ieast
offered Client #2 a second serving of his meal.

2. Observation on the evening of 6/17/2011 at
- approximately 5:00 p.m. revealed the staff
- preparing the meal seasoned the meat and the
“cooking sauces prior to placing them on the
' gstove. The smell of the seasoning was very
- aromatic and fitied the home as the staff prepared
the meal. Further observations on the same day
6.05 p.m. revealed Client #3 was served a portion
_of rice. sautéed onions, ground beef, a slice of |
‘ wheat bread, a cup of fruit juice and a bow! of
mixed fruit, Neither the serving size nor the
" content of the meal was any different than anyone
else ' s atthe table.

W 460 : Continued From page 9

. Record review on 5/19/2011 at 10:57 a.m.

. revealed his 5/2011 physician ' s orders

' prescribed his meals be served, " low sodium,

' low fat, bland and high fiber, chopped diet. " This |

. order was put into effect on 4/6/2011. Client #3

. was not observed to be offered or provided “a

-bland diet " during dinner on the evening of i
5/17/2011 i

Interview with the facility ' s Registered Nurse
. (RN} on the same day at approximately 12:05
' p.m. confirmed, the " bland diet” order was

W 460

3
i
|
|
|
I
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" deveiopmental level of the client.

\ This STANDARD is not met as evidenced by:

* review, the facility failed to ensure chent ' s
received their meals in the form and texture

* prescribed for one of two sampled clients.

. [Clients #1 and #3]

The finding includes:

Client #1 and #3 were served a snack of sliced
apples {Granny Smith apple) and a cup of fruit

-punch. The apples appeared firm and made a
crunch when the client bit into it.

512011 physician ' s order sheets (POS) on
5/12/2011 at 4:27 p.m. revealed he was
. prescribed a * mechanically soft ... chopped™
texture diet. Review of Client #3 ' s 5/2011

a.m. revealed he was prescribed a " chopped "
texture diet.

" Feod must be served in a form consistent with the

Based on observation, staff interview and record

' Observation on 5/17/2011 at 4:45 p.m. revealed,

' Review of Client #1 ' s nutritional assessment and

_ physician " s order sheets on 5/19/2011 at 11:06
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W 460  Continued From page 10 W 460 :
' correct and that the staff should have ensured | :
Client #3 received a biand meal. ?
W 474 483 480(b)(2)(il) MEAL SERVICES

w 474;

|

St fowse beor |

W40 Gl

“Interview with the facility ' s Qualified Intellecual

Disability Professional (Q!DP) and the Registered .

- Nurse (RN) on 5/19/2011, at approximately 12:05
“p.m. confirmed, the " chopped " texture order
“was correct and that the staff should have

, |
ensured both Clients #1 and #3 received the g

-
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W 474  Continued From page 11 W 474 i

" apples in a chopped texture. |

- The facility faited to ensure all clients received
their meals in the prescribed texture requirement
to ensure their health and safety during meals.
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1 000! INITIAL COMMENTS ; 1000 |
: : I
A re-licensure survey was conducted from E
5/17/2011 through 5/20/2011. A random i
. sampling of three residents was selected froma |
: population of five individuals with varying degrees ] ;
; of mental and physical disabilities, ;
|
! !
: The findings of this survey were based on
' observations at the group home and two day
. programs. interview with direct care staff and
i management, and a review of the habilitation and i
! administrative records including the unusual
- incident reports.
| 183 3508.4 ADMINISTRATIVE SUPPORT ' E 183
. ’ i
* Each GHMRP shali have a Residence Director Sloff hare baen te /Qqu

" whp meets the requirements of § 3509.1 and who
. shall manage the GHMRP in accordance with
. approved policies and this chapter.

' This Statute is not met as evidenced by:

Based on observation, staff interview, and record

review, the Group Home for Persons with

. Intellectual Disabilities (GHPID) failed to ensure

" the Qualified Intetlectual Disabiiity Professional

. (QNDP} coordinated, integrated, and monitored

" services, for two of the three sampled residents.
(Residents #1 and #3)

i The findings include:

* The facility ' s Qualified Inteilectual Disability

- Professional (QIDP] failed to ensure all staff were

! effectively trained to serve meals in the texture

" and form prescribed. (See Federal Deficiency
Citations W189, W480 and W474)

| 2295 3510.5(f) STAFF TRAINING

1229
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" Each training program shall include, but not be
limited to, the following:

(f) Specialty areas related to the GHMRP and the

" residents to be served including, but not limited
to, behavior management, sexualify, nutrition,
recreation, total communications, and assistive
technolbgies;

- This Statute is not met as evidenced by:

- Based on observation, staff interview and record

- review, Group Home for Persons with Inteflectual
Disabilities (GHPID) fafled to ensure all staff was !

effectively trained to provide resident ' s their i
meals in the manner prescribed by the primary
care physician for two of three sampled residents. E

. [Residents #1 and #3] ;

i
The findings include: : |

The facility failed to ensure all residents received o iV :
' their meals in accordance with their prescribed See T XD ‘7[ 2?’[/
" dietary orders as identified below:

1. Observation on the evening of 5/17/2011 at

" approximately 6:00 p.m. revealed Resident #2
was served a meal of rice, onions, ground beef, a
slice of wheat bread, a cup of fruit juice and a

" bowl of mixed fruit. His serving size was no

i different than anyone else at the table.

! Record review on 5/19/2011 at 11:57 a.m.
revealed his 5/2011 physician ' s orders
prescribed his meals be served, " low :

- cholesterol, no added salt, double portions at i i

» dinner time. © This order was put into effect on

. 12/8/2010. Resident #2 was not observed to be |
offered or provided " double partions " during :

. dinner on the evening of 5/17/2011. "

Heaits Regulation & Licensing Administration
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1229 Continued From page 2 P
~Interview with the facility ' s Registered Nurse :
(RN) on the same day at approximately 12:05 |
p.m. confirmed, the " double portions " order i
was correct and that the staff should have at least |
offered Resident #2 a second serving of his meal.
"2 Observation on the evening of 5/17/2011at |
© approximately 5:00 p.m. revealed the staff
_ preparing the meal seasoned the meat and the
" cooking sauces prior to placing them on the
- stove. The smell of the seasoning was very
. aromatic and filled the home as the staff prepared
the meal. Further observations on the same day
. 6:05 p.m. revealed Resident #3 was served a
portion of rice, sautéed onions, ground beef, a
. slice of wheat bread, a cup of fruit juice and a
" bowl of mixed fruit. Neither the serving size nor
the content of the meal was any different than
" anyone else ' s at the table.

- Record review on 5/19/2011 at 10:57 am.

revealed his 5/2011 physician ' s orders

prescribed his meals be served, " low sodium,

jow fat. bland and high fiber, chopped diet. * This

. order was put into effect on 4/6/2011. Resident

© #3 was not observed to be offered or provided *
a biand diet " during dinner on the evening of
547712011,

!
i
:

interview with the facility ' s Registered Nurse
(RN) on the same day at approximately 12:05
" p.m. confirmed, the " bland diet* order was
" correct and that the staff shouid have ensured
Resident #3 received a biand meal.

3. Observation on 5/17/2011 at 4:45 p.m.

revealed, Resident #1 and #3 were served a

snack of sliced apples (Granny Smith appie) and
- a cup of fruit punch. The apples appeared firm

229
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and made a crunch when the resident bit inta it.

Review of Resident #1 ' s nutritional assessment

and 5/2011 physician ' s order sheets (POS) on
5/1212011 at 427 p.m. revealed he was
prescribed a " mechanically soft ... chopped "
. texture diet. Review of Resident #3 ' s 5/2011
. physician * s order sheets on 5/19/2011 at 11:06
“a.m. revealed he was prescribed a * chopped "
: texture diet. .

- Interview with the faciiity ' s Quaiified tnteliectual

- Disability Professional (QIDP) and the Registered :

. Nurse (RN)on 5/19/201 1, at approximately 12:05
p.m. confirmed, the " chopped " texture order

was correct and that the staff should have
ensured both Residents #1 and #3 received the

- apples in a chopped texture.

“The facility failed to ensure all residents received
their meals in the prescribed texture requirement
_to ensure their heaith and safety during meals.
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R 000" INITIAL COMMENTS ! R0OOO

' A re-licensure survey was conducted from
5/17/2011 ihrough 5/20/2011. A random
sampling of three residents was selected from a

' population of five individuals with varying degrees
of mental and physical disabilities.

" The findings of this survey were based on
pbservations at the group home and two day
. programs, interview with direct care staff and
management, and a review of the habilitation and |
' administrative records including the unusuyal
" incident reports.

R 125 47015 BACKGROUND CHECK REQUIREMENT | R 125

The criminal background check shall disclose the
~criminal history of the prospective employee oF |
. contract worker for the previous seven (7) years,
_in all jurisdictions within which the prospective
 employee or contract worker has worked or

: resided within the seven {7} years prior to the

. check.

| This Statute is not met as evidenced by
Basad on record review and staff interview, the }

* acility failed to provide evidence that criminal
background checks covered the seven year work !

: and residence history of each staff prior to their

" start of employment for two (2) out bf thirteen (13)
staff. [Staffs #1 and #2] :

The finding includes:

Record review and interview with the GHPID's |
Qualified Intellectual Disability Professional :
{QIDP) on 5/19/2011, at approximately 4:30 p.m.,
- confirmed the following deficient practices:

1. Staff #1's records reflect they either lived of

ing Administration
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worked in the state of Pennsylvania within the wWnsS tonductred on ! / !
seven years prior to the screening, but the i '
cnminal background check only covered the state | S‘hil..H- = AL d"“d—“\% ;
of Maryland. R WS were o O

| __ ] TA- 4+ 1aciaded
2. Staff #2's records reflect they either lived or Sepvate, shee’l 1N
“worked in the state of North Carolina within the- A Wm\ (ch\e_rs .
' seven years prior to the screening, but the ‘
criminal background check only covered the state Lee aXAch rmen = \\n"'}
of the District of Columbia and the state of . n o>’
o|Record poiess et B
or Sowd ﬂtr:l staff-on 4
bale She hose
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